
 

                                                                     
 

  

Improvement Lead Introduction Booklet 



 

1. Introduction 

This booklet contains information about the Maternal and Neonatal Health Safety 
Collaborative (MNHSC), introduces improvement teams to the MNHSC central programme 
team and explains in a bit more detail about the support, tasks and key activites over the 
coming year. 
 
About the collaborative 
The national MNHSC was was announced by the Department of Health in October 2016, 
launched in February 2017 and is initially a three-year programme. The MNHSC is led by 
the NHS Improvement’s National Patient Safety team, which sits within medical 
directorate, and covers all maternal and neonatal services across England. 
 
Aims 
The MNHSC aims to: 

improve the safety and outcomes of maternal and neonatal care by reducing 
unwarranted variation and provide a high quality healthcare experience for all women, 
babies and families across England 

 
The ambition is that by March 2020 each organisation, local maternity system and network 
will have: 

 significant capability and capacity for improvement 
 detailed knowledge of the local safety culture 
 understood their priorities and gaps, and developed a local improvement plan 
 made significant improvement to the local service and system quality and safety 
 data to share with their board, staff and commissioners that reflect these 

improvements 
 

This will help to create the conditions for a safety culture and a national maternal and 
neonatal learning system. 
 
Background 
The MNHSC contributes to the aim of the NHS England's Better Births maternity review 
and the Maternity Transformation Programme (MTP) to reduce the rate of stillbirths, 
neonatal death and brain injuries occurring during or soon after birth by 20% by 2020. 
 
The MTP has nine work streams, and the MNHSC contributes to workstream two: 
Promoting good practice for safer care. 
 
The collaborative’s priorities 
The central programme team has created a national driver diagram which sets  
out the priorities for the national programme’s work (see driver diagram over the page). 
 
While working as part of this wave all trusts will be expected to focus improvement 
projects on at least one of the five primary drivers:  

 reducing smoking in pregnancy 
 optimisation and stabilisation of the very preterm infant 
 detection and management of diabetes in pregnancy 
 detection and management of neonatal hypoglycaemia 
 recognition and management of deterioration in mother or babies  

 
Improvement teams will select at least one primary driver and improvement 
projects will be established to work towards achieving that aim.  



 

MNHSC National Driver Diagram 
 

 

2. How the collaborative works 

Over the three years of the MNHSC, staff and teams from all 134 NHS trusts that provide 
maternal and neonatal services in England will participate and receive intensive quality 
improvement support. Trusts will take part in one of three waves over three years:  
 

 wave 1: April 2017 to March 2018  
 wave 2: April 2018 to March 2019  
 wave 3: April 2019 to March 2020  

 
During the wave 
The 12 month wave is split into three phases: diagnose phase, test phase and refine and 
scale up phase. While participating in the wave, improvement leads will attend three x 3 
day learning sessions, receive direct support from the central programme team and attend 
the Local Learning System (LLS). 
 
Nominated local improvement leads, will work with the MNHSC over the coming year. One 
of the improvement managers will provide support, visiting the trust, helping to develop 
quality improvement skills, and guiding improvement teams through the three phases of 
the wave. 
 
By working with several local improvement leads from each organisation, ideally 
representing a range of professionals including midwives, obstetricians, neonatologists 



 

and service managers, the MNHSC is building capacity and capability for quality 
improvement within maternal and neonatal services across England. 
 
In the diagnose phase, using the information collected, the improvement team will select 
one of more of the clinical primary drivers and begin to develop the individual projects as 
part of these (see driver diagram on previous page). Once the primary driver has been 
selected, the improvement team will use the relevant change package to identify the 
measures to collect and the change concept or change ideas to test. Improvement teams 
will use the quality improvement skills taught at the learning sets to test the change ideas 
in the driver diagram.  
 
Details of the three phases, key activities and timelines for the coming year can be found 
on Pages 11-15.  
 
Improvement teams will also begin reporting and input to the national mandatory data set 
on a monthly basis to the MNHSC central programme team via the MatNeo Improvement 
Portal http://psmu.improvement.nhs.uk/. 
 
Reporting 
Improvement teams will be given access to the MatNeo Improvement portal in which to 
submit their: 

1. Improvement plan 
2. Mandatory data set 
3. Highlight reports (including Trust Progression Assessment Score) 

 
1. Improvement plan 
The improvement plan will be submitted at the end of the diagnose phase, in June 2019. 
Improvement teams will receive coaching and feedback from their named improvement 
manager and PSC workstream lead to develop and refine their plan. 
 
Improvement plans are iterative by nature and should be reviewed throughout the year to 
ensure the scope of the work is defined and realistic, the appropriate measures are in 
place and the correct people are engaged and communicated with. 
 
2. Mandatory data set 
The Patient Safety Measurement Unit (PSMU) is managing the national reporting of 
metrics. Following submission of the improvement plan, improvement teams will submit 
monthly data via the MatNeo Improvement portal. 
 
A number of these measures have been aligned to data maternity and neonatal teams 
currently collect. Some of this data we can acess nationally and will be automatically 
populated and provided to you via the MatNeo Improvement portal. Other metrics will need 
to be inputted and completed by the team, depending on the primary and secondary 
drivers the team has selected to work on. Where possible we would encourage you to use 
EPR / existing data systems to help reduce the burden of manual collection. 
 
An aggregate of national mandatory data will be available for you to view on the MatNeo 
Improvement Portal. 
 
 
 
 
 



 

3. Highlight report  
The central programme team will ask improvement teams to submit a monthly highlight 
report at the end of each month by logging on to the MatNeo Improvement Portal. The 
report will include a 4 box summary on:  
 

 Key milestones and achievements  
 Progress  
 Work planned 
 Trust progression assessment score (see explanation below) 

 
The monthly highlight report will allow the central programme team to track the trust’s 
progress, identify any issues or risks early on and ensure the appropriate plan of support is 
put in place. 
 
Monthly reporting should be agreed internally to ensure this is completed consistently each 
month along with the mandatory data set. Instructions on how to log-in to portal can be 
found in the Help & Support pages online: http://psmu.improvement.nhs.uk/workstreams/ 
maternity-neonatal/data-collection/help-support  
 
If you have issues with access, logging in or using the MatNeo Improvement portal please 
email: psmu.improvement@nhs.net 
 
Trust progression assessment score (1-5 scale)   
The MNHSC has worked with the IHI to develop a trust progression assessment scale to 
help track progress as improvement leads work to achieve their aims. The intention is that 
improvement leads use the scale on a regular basis to identify and celebrate 
achievements at regular intervals, rather than waiting for the end of the project to evaluate 
how things are going.  
 
It can be helpful to reflect and identify when progress is starting to slow, either because 
energy is faltering or the team has hit a barrier, so that improvement leads can quickly 
seek a solution to whatever may be hindering progress. Individual scores may be used to 
help identify where the trust might benefit from more support or input. This is not intended 
to be a performance review tool and there is no right answer – every team will start and 
end in a different place and the scale is a way to recognise all the progress being made. 
 
The improvement managers will work with improvement leads to review scores as a way 
to ensure standard use of the scale across the country. The central programme team will 
also use the learning from scoring to identify how to improve the support offer to drive 
better results for mothers and babies. Collecting these progression assessment scales for 
all teams participating in the MNHSC allows us to demonstrate the huge amount of 
energy, innovation and progress that is being made. 
 
Safety culture surveys 
The MNHSC is providing each maternal and neonatal service with an opportunity to 
assess their safety culture as part of the programme of improvement work across England. 
Improvement teams will be supported to undertake an initial SCORE culture survey as part 
of the diagnose phase of work and then undertake a repeat survey after 12-18 months.  
 
The culture of an organisation, team and staff attitudes can have a huge impact on patient 
safety and outcomes. There is great value in assessing the safety culture; the results will 
inform the local improvement plan. It is very important that the safety culture survey is 
carried out in conjunction with your improvement work; neither can be done in isolation. 



 

 
Wave 3 trusts will carry out the SCORE survey during January-April 2019, and full 
instructions for completing this work has already been sent to the nominated SCORE lead  
within your trust. The SCORE lead won’t necessarily be one of your improvement leads. 
Contact your SCORE lead to receive the information about assessing culture. Your 
Improvement manager and PSC workstream lead will help you to use the findings from 
your SCORE survey to influence your  improvement plan. 
 
Learning Sets 
There are three x 3-day learning sets held throughout the year. Each trust will be allocated 
a number of places dependant on the number of births within that trust and the number of 
sites. It is important that all allocated places are used as this training and coaching will 
equip improvement leads to undertake a systematic approach to quality improvement. 
Improvement leads will learn transferable skills which will be an asset to continued 
professional development (CPD). The board level executive sponsor (who may or may not 
be the same as your trust maternity safety champion) from each trust will also be invited to 
the last day of each of the 3-day learning sets.  
 
The first learning set will outline the basics of how to approach and deliver quality 
improvement projects systematically and effectively within organisations. It will include 
detail on the approach and introduce a number of tools required to support this.  
 
Topics covered will include: 
 

 Model for improvement – a framework for patient safety quality improvement 
initiatives  

 Improving patient safety  
 Setting up projects for success – including the three phases – diagnose, test, refine 

and scale up 
 Quality improvement tools  
 Safety culture surveys - how to effectively debrief teams and use the results to 

identify actions for the improvement plan  
 Coaching other improvers - start to develop skills as effective improvement coaches  
 Networking - developing relationships and networks with other groups from around 

the country, particularly those who might be facing similar challenges and tackling 
similar improvement projects.  
 

In recognition of participation at all three sessions improvement leads will be awarded a 
certificate of attendance for inclusion in CPD portfolios. 
 
Local Learning Systems (LLS) 
Alongside the intensive support at trust level, a key element of the MNHSC is to support 
system level improvement and sharing learning based around the national driver diagram. 
This is being established through the development of LLS across England.  
 
The LLS is an improvement forum aligned to support one or more Local Maternity System 
(LMS) where individuals across different professions, and from different organisations, 
including parents, can come together to learn about improvement approaches, outcomes 
and to develop change ideas for testing.  
 
The LLS will encourage collaboration between local providers, women and their families, 
the maternity and neonatal clinical networks and the Patient Safety Collaboratives. The 



 

ambition is to share new insights, support continuous learning and encourage the sharing 
and adoption of good practice that will enable maternity and neonatal systems to flourish. 
 
Improvement teams across all waves (1-3) should attend. Individuals may have varied 
experience and seniority, but should be those leading or actively involved in local 
improvement work. The focus is to ‘all share, all learn” and to build improvement capability 
with the wider maternity and neonatal team; particuarly for those that may not have 
attended the national learning sets.  
 
The LLS will meet a minimum of four times per year and those that attend will receive 
coaching and support for their improvement project aligned to the national driver diagram. 
As well as supporting improvement within individual organisation, the LLS will also provide 
opportunity for system level improvement. This may be to work collectively on issues such 
as smoking cessation, organisations could work together to ensure that smoking cesation 
support is available from specialist advisors in all booking clinics, or that NRT is available 
on Patient Group Directions (PDG) in all organisations. The system level changes will 
benefit from this system level approach. 
 
What happens after the active wave? 
After the year working intensely with the MNHSC in Wave 3 improvement teams will 
continue to be part of the MNHSC through attendance at the LLS. Becoming an active 
member of the LLS will enable improvement teams to share learning with and from other 
organisations in the MNHSC. There will be other opportunities to link into the central 
programme team for support and ongoing updates about the MNHSC. Improvement teams 
will also be expected to continue completing the minimum data set relevant to their 
improvement plan and a quarterly highlight report via the MatNeo Improvement Portal.   
 
3. Roles and who’s who  

NHS Improvement central programme team members 
The central programme team consists of: 
 
Name Job Title Email 
Phil Duncan Head of Improvement 

Programmes (Patient Safety) 
philduncan@nhs.net  

Tony Kelly National Clinical Lead tony.kelly6@nhs.net  
Heather Pritchard Improvement Manager heather.pritchard1@nhs.net  
Katie De Freitas - Merchant Improvement Manager katie.de-freitas@nhs.net  
Janine Lucking Improvement Manager Janine.lucking@nhs.net  
Chloe Morales Oyarce Communication Lead chloe.moralesoyarce@nhs.net  
Ian Snelling Senior Analyst i.snelling@nhs.net 

Alyson Banks-Davies Programme Co-ordinator alyson.banks-davies@nhs.net  
 
Improvement teams will be allocated an improvement manager from the central 
programme team to work with and support the trust as part of an active wave of work, 
alongside the workstream lead from the local Patient Safety Collaborative (PSC).  
 
Role of the Improvement Manager 
Improvement teams’ day to day contact with NHS Improvement will be through the 
improvement manager allocated to the organisation. The support and coaching that the 
improvement manager will provide will include: 
 



 

 Guidance and support to the trust’s improvement leads, executive sponsor and wider 
project team members 

 Site visits throughout the year 
 Additional support through telephone or video conferences 
 Access to local networks and PSCs 
 Support at the local learning system 
 Help to: 

 Complete the tasks in each of the three phases 
 Develop improvement plans 
 Coaching to use the quality improvement skills taught through the learning sets 
 Measure for impact/improvement 

 
Patient Safety Collaborative Maternal and Neonatal Workstream Leads  
Each local Patient Safety Collaborative (PSC) has a maternal and neonatal workstream 
lead who works with the MNHSC. The workstream leads will work alongside improvement 
managers to coordinate any additional support needed through visits and calls as required.  
 
 The PSC maternal and neonatal workstream leads responsibilities are to: 
 Support the ambition and aims of the MNHSC  
 Support teams to develop their improvement plans following a period of diagnostic 

activity and throughout the active wave period, support teams to meet key deliverables 
in line with MHNSC timelines 

 Provide ongoing face to face quality improvement and project support coaching to 
improvement teams, coordinated by the improvement managers  

 Support the SCORE culture survey process and assist with team debriefing 
 Provide measurement for improvement expertise and support teams to input data to 

the MatNeo Improvement portal 
 Work with executive sponsors and maternal and neonatal teams to actively engage 

with the MNHSC  
 Support the development of LLS at local maternity system level with maternity and 

neonatal clinical networks colleagues 

 
The Maternal and neonatal workstream leads within each PSC are: 
 
Name PSC Email 

 
Paula Shore East Midlands paula.shore@nhs.net 

Jill Houghton Eastern jill.Houghton@eahsn.org  

Debby Gould 
 

Greater 
Manchester 

debby.gould@healthinnovationmanchester.com  

Shakti Dookeran Imperial College shakti.dookeran@imperialcollegehealthpartners.com  
Ursula Clarke Kent, Surrey and 

Sussex 
ursula.clarke@nhs.net     

Julia Wood North East and 
North Cumbria 

julia.wood@ahsn-nenc.org.uk 
 

Mandy 
Townsend  

Innovation Agency 
North West 

mandy.townsend@innovationagencynwc.nhs.uk  
 

Katie Lean Oxford katie.lean@oxfordahsn.org  
Ellie Wharton Health Innovation 

Network 
e.wharton@nhs.net  

Sally Hedge South West 
Peninsula 

Sally.Hedge@swahsn.com  



 

Rachel 
Penniston 
 
Nikki Glover 

UCL Partners rachel.penniston@uclpartners.com     
 
 
Nikki.glover@uclpartners.com 

Lesley 
Mackenzie 

Wessex lesley.mackenzie@wessexahsn.net 

Ann Abbasi  West Midlands ann.abbassi@wmahsn.org  
Ann Remmers 
 
Nathalie Delaney 

West of England 
 
 

ann.remmers@weahsn.net 
 
nathalie.delaney@weahsn.net 

Jackie Hallam Yorkshire and 
Humber 

jaqueline.hallam@yhahsn.nhs.uk  

 
Within trusts 
The nominated improvement leads should ideally represent the mix of professionals who 
work across the trust’s services, including midwives, obstetricians, neonatologists, 
neonatal nurses and service managers. The improvement leads should also provide a mix 
of experience and seniority, and be able to represent the organisation within the MNHSC, 
and commit the time to the training and the coordination of improvement activities within 
the service. So it might not be the best option to choose the most senior or most junior 
individual as local improvement leads. 
 
Role of the local improvement lead  
The role of the nominated local improvement lead is to: 
 Provide co-ordination and facilitation of the organisation’s MNHSC quality improvement 

work  
 Define a clear ambition for maternal and neonatal improvement and set of measurable 

aims for each project aligned to the clinical driver diagram 
 Set a clear baseline from which to measure and coordinate the development of an 

organisational improvement plan, which includes measurement and communication  
 Be a main point of contact for the MNHSC central team, and PSC team 
 Commit to three national learning sets (9 days in total)  
 Be an active member of and contribute to and share improvement learning within the 

LLS 
 Promote the improvement work both within the organisation and across the system 
 Contribute to the developing LLS and ensure that improvement learning is shared 

across the organisation  
 Work with colleagues to ensure that there is a plan to continue to build improvement 

capability and to embed quality improvement methodologies into business as usual 
 Engage and influence the wider staff group, raising awareness of the MNHSC, and 

promoting the aims of the local projects 
 Provide improvement leadership, coaching and practical hands on support to the 

project leads and their teams  
 Ensure the alignment of projects to both organisational and national priorities of the 

MNHSC 
 Work with senior leadership, maternity safety champions and the nominated maternity 

board level safety champion (executive sponsor for the MNHSC), to update on 
progress and to engage for support 

 Co-ordinate and work with the PSC to undertake a number of SCORE safety culture 
surveys across the maternal and neonatal teams 

 Engage with organisational quality improvement department/leads where relevant as a 
means to align capability building efforts   



 

 Work with organisational data analysts to help support any project data requirements 
 Work in partnership with women and their families to help develop safe and high quality 
 Work with organisational communications team to ensure the project activity, learning 

and impact is effectively communicated across the organisation and beyond 
 Report monthly to the national team on progress including submission of a minimum 

data set  
 
Role of the ‘Home’ and ‘Away’ teams 
The improvement leads that attend the three x 3-day learning sets are known as the “away 
team”. It will be their responsibility to lead the improvement work and share the learning 
with the “home team” to help build improvement capability within each trust’s maternity and 
neonatal unit.  
 
The improvement team within the unit will be known as the “home team” and will consist of 
staff from across the multidiscplicary team who may be allocated specific tasks or attend 
the Local Learning Systems. 
 
Sharing the workload among the team will help to spread best practice and accelerate 
learning. There are lots of ways clinical and non clinical staff can get involved such as: 

 Helping to run safety culture survey 
 Collecting data during the diagnose phase 
 Identifying change ideas and concepts 
 Testing small change ideas 
 Involving women and families 
 Communicating progress and successes to the rest of the team/organisation 

 
Improvement leads will need to engage with stakeholders throughout the three phases of 
the improvement project. It is important to ensure that all team members are aware of and 
engaged with the work, can get involved and are kept informed of the progress and 
outcoms of learning.  
 
Role of the executive sponsor  
The role of the executive sponsor is to: 
 Champion the ambitions of the MNSHC at board level 
 Sponsor and provide leadership for the development of the local improvement plan and 

promote the work of the nominated improvement leads at board level and within the 
organisation and local maternity system  

 Ensure that appropriate resources are made available (including capacity), to support 
the improvement leads in delivering local improvement projects, attending learning 
events, and engaging with relevant networks and the collaborative LLS 

 Contribute to the developing LLS and ensure that improvement learning is 
disseminated and shared across the organisation and where relevant, the wider 
system, including on a national platform 

 Work with the with the improvement leads and heads of department to continue to build 
improvement capability and to embed quality improvement methodologies into 
business as usual 

 Support and contribute to the national learning sets of the collaborative and actively 
participate where there are development opportunities for board level champions  

 Support the improvement leads to overcome any organisational issues or barriers that 
may prevent projects from progressing 

 Act as the first point of organisational contact for the central programme team should 
there be any key issues with team engagement or improvement progress  



 

 Engage with the maternity safety champions and other parts of the organisation 
responsible for improvement to ensure the work of the improvement leads is aligned   

  
 4. Contact and timelines 

First meeting with the improvement manager 
The allocated improvement manager will have already been in touch to arrange an initial 
site visit and follow up call.  This visit will be an opportunity for the improvement team to 
find out more about the collaborative process and what support the trust will receive over 
the year. At this meeting improvement teams will be talked through the next steps and 
what is expected in the diagnose phase. 
 
At this first visit it is important that as many key staff attend as possible. This will be an 
opportunity to consider setting up projects for success, areas of focus and the structures 
needed to seek input, engagement and communication between improvement leads, the 
wider team and with women and families. 
 
Staying in touch 
The central programme team want to stay in touch throughout the year to support 
improvement teams through the different phases of the improvement projects, and to track 
progress and impact.  
 
Improvement leads should meet with the improvement manager regularly and make use of 
phone calls and video conferences in between. It can be difficult to find dedicated time 
away from the day job, but in order to get the most out of the time with the MNHSC it is 
important to stay in touch and agree visit dates early on. 
 
While improvement leads will receive intensive support during the active wave, the  
support will continue through the LLS. The MNHSC central programme team will stay in 
contact with improvement teams throughout the life of the MNHSC. 
 
Social media 
Improvement leads can follow the MNHSC on twitter @MatNeoQI and use #MatNeoQI to 
share learning and hear news from other trusts participating in the MNHSC and the LLS. 
 
The improvement approach 
The central programme team will support improvement teams to take improvement 
projects through a three phase process. Checklists to support each of these phases is 
available in Appendix one. 
 
This practical approach will ensure teams have considered everything before proceeding 
to the next stage of the project. At the end of each phase the progress of the project will be 
reviewed, and if the criteria have been met, the project can move onto the next phase.  
 
 
 
 
 
 
 
 
 
 
 



 

 
 

 
 

 
Phase 1: Diagnose  
 
This phase is a comprehensive stocktake to understand how services are operating. During 
this phase, improvement teams will collect and analyse data, assess the culture within the 
organisation, identify and agree the scope and aim of improvement projects. At this stage it 
is important to consider the opportunities for women and families to be involved and help co-
design the direction of work. 
 
Using quality improvement tools, such as process mapping, improvement teams will be able 
to assess their pathways, understand variation and use baseline data to inform the 
improvement plan. Improvement teams should define roles and responsibilities of the team 
and define their communication and measurement plans. This phase is critical and will need 
to be completed before the test phase can begin, it is important to ensure that projects do 
not move to implement solutions before they are ready. 
  
 
Phase 2: Test  
 
Within this phase improvement teams will test change ideas through Plan, Do, Study, Act 
(PDSA) cycles. Improvement leads will focus on ensuring that improved or redesigned 
pathways are operating to the desired level, risks and issues are being managed and data is 
being collected and analysed. The project should deliver the aims and objectives set out in 
the improvement plan. 
 
 
Phase 3: Refine and scale up  
 
The final phase requires improvement teams to refine developed pathways and review what 
the project has achieved. Learning from improvement projects should be shared within the 
organisation and the  the Local Learning System (LLS). 
 



 
Diagnose Phase: April 2019 – June 2019 
 

Timeline April May June 

Week commencing  
 

1/
4/

1
9 

8/
4/

1
9 

15
/4

/1
9 

22
/4

/1
9 

29
/4

/1
9 

  
6/

5/
1

9 

Le
ar

ni
n

g 
S

et
 o

ne
 

8-
1

0 
M

ay
 

13
/5

/1
9 

20
5/

19
 

27
/5

/1
9 

3/
6/

1
9 

10
/6

/1
9 

17
/6

/1
9 

24
/6

/1
9 

Outputs / Key 
activity for 
improvement teams  

1. Contact team members required 
to support in the diagnose phase 

2. Improvement teams established – 
‘home and away team’ 

3. Agree communication plan  
4. Define the meeting structure and 

how the team will work together 
5. Agree roles and responsibilities 

for reporting, attending video 
conferences and LLS 

6. Complete monthly highlight report 
7. Review SCORE results and 

develop plan for de-briefing 

 

1. Create learning board  
2. Review data and define 

measurement plan 
3. Map processes and pathways  
4. Review pathways for reliability, 

demand and capacity  
5. Complete monthly highlight report 
6. Develop Improvement plan using 

findings from the SCORE survey 
7. Start debriefing process and 

dissemination of SCORE results 

 

1. Finalise improvement plan  
2. Prepare 'Home' and 'Away' 

Improvement team 
members to undertake 
PDSA’s 

3. Complete monthly highlight 
report 

4. Continue debriefing process 
and dissemination of 
SCORE results 

 

 
 
 
 
 
 
 
 



 
 
 
Test Phase: July 2019 – November 2019 
 

Timeline July August September October November 
Week commencing  
 

1/
7/

1
9 

8/
7/

1
9 

15
/7

/1
9 

Le
ar

ni
n

g 
S

et
 t

w
o 

17
-1

8 
Ju

ly
 

22
/7

/1
9 

29
/7

/1
9 

5/
8/

1
9 

12
/8

/1
9 

19
/8

/1
9 

26
/8

/1
9 

2/
9/

1
9 

9/
9/

1
9 

16
/9

/1
9 

23
/9

/1
9 

30
/9

/1
9 

7/
10

/1
9 

14
/1

0/
1

9 

21
/1

0/
1

9 

28
/1

0/
1

9 

04
11

/1
9 

11
/1

1/
1

9 

Le
ar

ni
n

g 
S

et
 t

hr
ee

 
13

-1
5 

N
o

ve
m

be
r 

18
/1

1/
1

9 

25
/1

1/
1

9 

Output / Key 
activity for 
improvement teams  

1. Record PDSA cycles 
2. Review data in run 

charts / SPC 
3. Complete monthly 

highlight report 
4. Complete monthly 

mandatory data set 
5. Continue debriefing 

process and 
implementation of 
cultural work 

 

1. Record PDSA 
cycles 

2. Review data in 
run charts / 
SPC 

3. Complete 
monthly 
highlight report 

4. Complete 
monthly 
mandatory data 
set 

5. Continue 
implementation 
of cultural work 

 
1. Record PDSA 

cycles 
2. Review data in 

run charts / SPC 
3. Complete 

monthly highlight 
report 

4. Complete 
monthly 
mandatory data 
set 

5. Continue 
implementation 
of cultural work 

 
1. Record PDSA 

cycles 
2. Review data in 

run charts / 
SPC 

3. Complete 
monthly 
highlight report 

4. Complete 
monthly 
mandatory data 
set 

5. Continue 
implementation 
of cultural work  
 

 
1. Record PDSA 

cycles 
2. Review data in run 

charts / SPC 
3. Complete monthly 

highlight report 
4. Complete monthly 

mandatory data set 
5. Continue 

implementation of 
cultural work 

6. Start developing 
poster and/or case 
study for sharing at 
the National Event 
 

 

 

 



 
Refine & Scale Up Phase: December 2019 – March 2020 

Timeline December January February March 
Week commencing  
 

2/
12

/1
9 

9/
12

/1
9 

16
/1

2/
1

9 

23
/1

2/
1

9 

30
/1

2/
1

9 

6/
1/

1
9 

13
/1

/2
0 

20
/1

/2
0 

27
/1

/2
0 

3/
2/

2
0 

10
/2

/2
0 

17
/2

/2
0 

24
/2

/2
0 

2/
3/

2
0 

9/
3/

2
0 

16
/3

/2
0 

23
/3

/2
0 

30
/3

/2
0 

Output / Key 
activity for 
improvement 
teams  

1. Record PDSA cycles 
2. Review data in run charts / 

SPC 
3. Complete monthly highlight 

report 
4. Complete monthly mandatory 

data set 
5. Continue implementation of 

cultural work 
6. Continue to develop poster 

and/or case study for sharing 
at the National Event 

 

1. Record PDSA cycles 
2. Review data in run 

charts / SPC 
3. Complete monthly 

highlight report 
4. Complete monthly 

mandatory data set 
5. Continue 

implementation of 
cultural work 

6. Submit poster and/or 
case study to the 
central programme 
team 

 

1. Record PDSA 
cycles 

2. Review data in run 
charts / SPC 

3. Complete monthly 
highlight report 

4. Complete monthly 
mandatory data set 

5. Continue 
implementation of 
cultural work 

6. Refine poster and/or 
case study following 
feedback from the 
central programme 
team 

 

1. Share learning at 
national learning event 

2. Complete monthly 
highlight report 

3. Complete monthly 
mandatory data set 

4. Continue implementation 
of cultural work 

 

 
 

 



 

Key Dates 
Please note the following dates for your diaries. Venue information will be shared ahead of 
time to allow travel and accomodationn to be arranged. 
 
Event Date 

National Learning Event 25 March 2019 
  

First learning set 8-10 May 2019 

Second learning set 17-19 July 2019 

Third learning set 13-15 Nov 2019 

 
Video conferences 
Improvement leads will receive diary invites to join video conferences (WebEx) which will 
support some of the key activities taking place accoss each phase of work. There will also 
be opportunity throughout the year to learn and share from other Improvement teams 
working on the same clinical drivers.  
 
Not all improvement leads will need to attend every video conference, this responsibility 
could be shared amongst the team and information cascaded. Where possible the central 
progamme team will record video conferences. Information will be shared shortly so that 
Improvement leads can allocate time to join. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

Appendix one 
 
Phase 1: Diagnose 
During the diagnose phase, there are a number of activities that improvement teams can carry out to help understand how the service is 
performing. The checklist below is a good starting point for making sure teams consider everything in this phase, before going on to the test 
phase. The diagnose phase will end no later than the end of June 2019, with the submission of an improvement plan. 
 

Action Key questions and areas of focus Status 
Reviewing data – 
is there existing 
data from: 

 Clinical data from the maternity dashboard or localised audits to assess outcome /performance? 
 Complaints and data from incidents; actual or near misses? 
 Staff experience and findings from any annual surveys, staff feedback forums or questionnaires? 
 The cultural survey assessment? 
 Women and family experience from FFT results, comment cards or local satisfaction surveys? 
 Data from MBRRACE, Each Baby Counts, the Early Notification Scheme in NHS-R and the National 

Maternal and Perinatal Audit reports? 
 Data relating to the response to the ATAIN Patient Safety Alert on reducing avoidable admission of term 

babies to neonatal units? 
 Feedback from CQC inspections? 

 

Understanding 
variation and flow 

 Are there any pathways which need to be mapped or better understood? 
 Are there issues with flow – could bottlenecks or backlogs within the system be supported by demand or 

capacity modelling?  
 Do you understand variation – can run/SPC charts be used to assess the reliability of processes? 

 

Selecting topics 
for improvement 
project/s 

 Does the chosen area align to local service aims and objectives? 
 How does this relate to national priorities and best practice 
 What are the gaps in current service provision? 
 How will the project address each of the four primary drivers relating to this area?  

o Creating the conditions for a culture of safety and continuous improvement 
o Develop safe and highly reliable systems, processes and pathways of care 
o Improve the experience of mothers, families and staff  
o Learn from excellence and harm 

 

Defining project 
benefits 

 Does the improvement plan define the outcomes and benefits that will result from the project?  

Setting aims and 
scope 

 Are there aim statements developed for each of the identified projects that define “how good and by when?” 
 Is the scope of the improvement projects defined and realistic? 
 Are there clear timelines for improvement? 

 



 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Measuring for 
improvement 

 Have the type and sources of data been agreed? 
 Have outcome/process/balancing measures been identified to reflect the impact of change for each 

improvement project?  
 Has the data collection plan been defined - what is the frequency and who is responsible?   
 Is there agreement on how data from identified measures will be analysed, who will do this and how this will 

be reported internally/externally? 

 

Building the team  Have roles been assigned for the board level executive sponsor, improvement leads and project team? 
 Are there agreed responsibilities and do staff know when they must report progress to other members of the 

wider team? 
 Is there a plan in place for monthly reporting to the central programme team? 
 Is there an overall improvement steering group and individual project groups? 

 

Engaging 
stakeholders 

 Have the relevant people been engaged in the project? 
 Have all staff within the unit external to the project team been engaged/ been made aware of the 

project/programme? 
 What opportunities are there for women and families to be involved in the quality improvement project and 

help codesign the direction of work? 

 

Communicating 
progress 

 Is there a plan for communication with the maternity and neonatal team and wider trust? 
 Is there an agreement on key content, method and format in which information is shared and fed back to 

women and families? 
 Has the use of the learning board been agreed? 
 Is there an agreed platform that will be used to share improvement progress? 

 

Completing 
SCORE survey 

 Is there a plan for implementing SCORE agreed and started to be implemented? 
 Has the mapping template been completed? 

 

Designing your 
Improvement plan 

 Has the overall improvement plan been agreed? 
 Do driver diagrams and improvement plans align to the national driver diagram? 

 



 

 
 

Phase 2: Test 
The test phase is the ‘doing’ and will involve lots of small tests of change using Plan, Do, Study, Act (PDSA). The project team will test the 
change ideas that are specific to the improvement plan and will have run charts showing the outcomes of your testing. 

  

Action Key questions and areas of focus Status 
Carrying out a 
PDSA 

 Do the change ideas being tested relate to your improvement plan? 
 Has the project team followed the key steps of doing a PDSA cycle? 
 Is the project team testing small changes? 
 Is the project team doing multiple tests in a day/week? 
 Is the project team testing all changes and not implementing ideas without testing? 
 Has learning been shared with the project / wider team? (learning boards, team meetings, newsletters) 
 Is each PDSA being recorded using the PDSA log or an alternative platform? 

 

Supporting the 
project team 

 Is the team committed and able to practically support the project? 
 Is everyone involved that need to be? 
 Is there engagement from staff external to the project team? 
 Have you ensured that the views of women and families have informed the direction of work and change 

ideas? 
 Are the project teams meeting regularly? 

 

Sharing Learning  Are the project team sharing progress, ideas, approaches and innovations with other trusts in the LLS? 
 Will support and learning from peers enable the project team to address local challenges and issues? 
 Are there any successful change ideas that can be adopted from other trusts? 
 Has the project team collaborated with other Trusts who may have useful learning to share? 

 

Communicating 
with others 

 Has a communication plan been implemented to engage with the maternity team and wider trust and is it 
effective? 

 Is the key content, method and format in which information is shared and fed-back to women and families 
being agreed and reviewed for effectiveness? 

 



 

 
 

Phase 3: Refine and scale up 
This phase is about how to ensure that the improvements made are going to be sustainable. Once an improvement has been made it can; 
sustain, grow and evolve, or it can decay with things returning to old working practices, with the gains lost.  There are some common key 
priorities that exist in organisations that sustain improvement and they become most effective when they are underpinned by engagement 
and clinical leadership. 
 
Action Key questions and areas of focus Status 
Gaining support 
from management  

 Are the improvement leads meeting regularly with your board level executive sponsor? 
 Are the executive team and board aware of and engaged with the planned improvement work? 
 Are you updating your executive sponsor each month on progress including sharing data? 

 

Embedding  
change  

 Is there defined clinical leadership for your project(s)? 
 Is admin support available if required? 
 Does the project require additional funding to spread and scale up? 
 Has this funding been sourced/ secured? 
 Are there any resource concerns with this phase of the project?  
 Has the plan to market the change been developed? 
 Is data displayed publically on all improvement interventions? 

 

Sharing analysis   Is there a shared vision, goal and strategy? 
 Are there supportive structures in place to ensure clinicians are involved and fully engaged? 
 Is there a culture of openness and information sharing? 
 Is the relevant documentation /materials available to support the spread of work? 
 What data and stories are available to support adoption of changes? 

 

Spreading learning  Have you shared project process, learning and outcomes with colleagues, networks, commissioners?  
 Who are the key stakeholders who will support adoption in the new site/area? 
 Does your improvement team attend the MNHSC LLS? 
 What proportion of MNHSC LLS meetings have the improvement team attended, is there representation 

from across the maternal, obstetric and neonatal team? 

 

Evaluating 
success  

 Are plans to evaluate the projects/improvements in place?  
 How will the data be made available and accessible to staff and/or service users? 
 Has a case study been written and shared?  
 Have arrangements been made to celebrate the achievements and success?  
 Have you communicated to the women and families who use services about what changes are planned  

and why? Is there a mechanism for them to feedback their views on improvements? 

 


